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Pruritus ani
Anal pruritus, an intense chronic itching affecting the perianal skin, is a common condition. Anal pruritus is estimated to affect up to 5% of the population, with a male to female ratio of 4:1. [1] [2] [3] the patient with anal pruritus is typically an anxious and/or overweight male aged 40-60 years, with a colonic reflex associated with stress. Although an apparently trifling symptom, it is often persistent and the constant urge to scratch the area can cause great distress, not to mention some embarrassing moments. Perhaps because of this embarrassment, patients will often try a number of home remedies or 'over-the-counter' preparations before seeking medical advice. Although often resulting from benign causes such as faecal soiling and dietary factors, coexisting perianal pathology is frequently present and it is occasionally a serious underlying medical conditions ( Table 1) . in up to a quarter of cases the anal Pruritus is idiopathic. 1 Aetiology the majority of cases of anal Pruritus have a 'benign' aetiology, and result from a combination of faecal soilage and dietary factors. local anorectal disorders and contact dermatitis of the perianal skin may exacerbate the problem.
Faecal soiling, diet and the itch-scratch cycle
Faecal soilage may be a result of poor hygiene, anatomic abnormalities which make removal of faecal material difficult (eg. haemorrhoids, fissures, skin tags) or a primary abnormality of internal anal sphincter function. one study, using computerised ambulatory electromyography and manometry, demonstrated a longer duration of internal sphincter relaxation in patients with anal pruritus compared with controls. 4 Faecal soilage may also be caused by abnormal bowel motions -diarrhoea due to food intolerance, antibiotics, laxatives and enemas. Diarrhoea may also cause perianal excoriation and constipation may causes fissures.
sweating associated with inappropriate clothing or obesity may add to the suboptimal perianal conditions. these factors lead to irritation and subsequent scratching, which damages the sensitive perianal skin, worsening itch and precipitating an itch-scratch cycle. even mild degrees of faecal soiling, which the patient may not be aware of, may be enough to cause an itch-scratch cycle. 1 
Background
Anal pruritus affects up to 5% of the population. It is often persistent and the constant urge to scratch the area can cause great distress. Although usually caused by a combination of irritants, particularly faecal soiling and dietary factors, it can be a symptom of serious dermatosis, skin or generalised malignancy or systemic illness.
Objective
This article discusses the assessment and management of Pruritus ani.
Discussion
It is important not to trivialise the symptom of anal Pruritus and to enquire about patient concerns regarding diagnosis. Once serious pathology has been excluded, management involves education about the condition; elimination of irritants contributing to the itch-scratch cycle including faecal soiling, dietary factors, soaps and other causes of contact dermatitis; and use of emollients and topical corticosteroid ointments. Compounded 0.006% capsaicin appears to be a safe and valid option for Pruritus not responding despite adherence to these conservative measures.
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FOCUS The bottom line
Dietary associations with pruritus ani include caffeine, alcohol, chocolate, tomatoes, spices and citrus fruit. some of these foods are known to cause relaxation of the lower oesophageal sphincter and therefore may contribute to internal anal sphincter relaxation. 1, 4, 5 
Anorectal conditions
Any coexisting anal conditions can precipitate itch and up to half of patients with Pruritus ani will have an anorectal disorder, most commonly haemorrhoids. 1 it is important to note that anal cancers, perianal Paget disease and perianal Bowen disease, may present with itch. 1
Skin disorders
Perianal skin disorders are a very common association with Pruritus ani. in a series of 40 patients attending a combined colorectal and dermatology clinic, 34 had a recognisable dermatosis and 18 of these were contact dermatitis. 6 contact dermatitis can occur from a wide range of topical agents such as soaps, shower gels, creams, talc, perfumed/ bleached toilet paper, baby wipes and latex condoms. 1, 6 Patients with anal Pruritus will frequently overwash with soap products or use a number of over-the-counter products which may worsen the problem. Frequently, contact dermatitis occurs from therapeutic agents. 7 haemorrhoid preparations can cause contact dermatitis. (lignocaine is a rare allergen but benzocaine, which is found in some haemorrhoid preparations, is a common allergen.) topical corticosteroid cream may also contain sensitising agents, resulting in deterioration in symptoms over a wider area after initial improvement. 1 other skin disorders that may occur in association with anal Pruritus are listed in Table 1 .
Infections
Although less common than the above listed causes, bacterial and fungal infections are important considerations. Fungal infections account for up to 15% of cases of Pruritus ani. 5 Dermatophytes such as tinea are pathogenic and should be treated. candida may be a commensal, but is more likely to be pathogenic in patients with diabetes, after steroid treatment and after systemic antibiotic use. 1 Bacterial infections including beta haemolytic streptococci and Staphylococcus aureus tend to cause chronic symptoms, with streptococcal infections more common in children. 1 erythrasma is a cutaneous infection caused by Corynebacterium minutissimum, and often infects the toes and groin, as well as the perianal area, and can be diagnosed by Wood's light fluorescence.
threadworms often infect multiple family members. sexually transmissible infections (stis) including genital warts, genital herpes, syphilis, gonorrhoea and Chlamydia trachomatis can be associated with Pruritus ani, as can molluscum contagiosum and scabies.
Serious underlying causes not to be missed
Although the vast majority of cases are benign (despite being persistent or recurrent), occasionally cases are associated with more serious dermatoses; anorectal, skin or other malignancies; or systemic disease. it is important that these possibilities are considered during the history, examination and investigation.
History
it is important to take a directed history in order to identify readily treatable causes and exclude or diagnose serious pathology. some patients will know, or think they know, what has caused the itching and it might not be the first thing that springs to your mind! it may be beneficial to address the patient's darkest fears (such as cancer or stis) early. Asking the patient how much time they have spent 'googling' their condition often provides a clue to their level of anxiety.
the history of a patient with anal pruritus should cover the following: 
Idiopathic
• Up to 25% of cases Examination examination should not be limited to the anoderm, unless, following the history, the clinician is confident a limited examination will confirm the diagnosis. A full skin examination is often required, including examination of mucous membranes, nails, scalp, beard, chest, axillae and groin looking for evidence of dermatoses, lice, scabies, drug eruptions, and secondary syphilis.
Genital/perianal examination includes: • examination of pubic hair for lice • external genitalia and perianal area for evidence of Condylomata acuminata (warts), C. lata (secondary syphilis), squamous cell carcinoma (scc), abscesses, ulceration, erythema, white areas and loss of architecture, signs of dermatoses and faecal soiling • digital examination if rectal bleeding has been reported. use a lubricated proctoscope to examine the anal canal for reducible haemorrhoids, warts, scc, erythema, pus around the anal crypts and ulceration. A Wood's lamp is useful to exclude corynebacterium. however, despite all these possibilities, examination may be entirely normal.
Investigations
After history and examination, investigation may not be necessary. however, anorectal diseases and anorectal manifestations of systemic disease must be excluded. in patients with history or examination suggestive of other causes, and in those not responding to conservative care, relevant investigations may include:
• full blood count (useful for diagnosing infection, worm infestation or atopy) 
Management of benign anal pruritus
Any underlying factors identified need to be appropriately treated. it is important to educate the patient about the recurring, benign nature of this irritating condition and to ensure adherence to the following simple, yet essential, measures to eliminate irritants and resolve symptoms.
Normalisation of bowel motions
Additional fibre and an adequate fluid intake should be directed toward achieving the perfect stool, said to be that which is formed yet so smooth that it barely requires the use of toilet paper.
Twice round the pan and pointed at both ends. Such happy defecators are rarely troubled by pruritus. J Alexander-Williams 9 made by a compounding pharmacist (by diluting currently available preparations with white soft paraffin). stronger preparations tend to cause burning. Fractionated X-ray has also been described in the treatment of intractable anal pruritus. in general, excising skin tags has not been shown to be of benefit but this needs to be assessed individually. skin tags may prevent adequate cleaning of the perianal area and in some cases, excision may solve the problem. 9 
Conclusion
it is important not to trivialise the symptom of a pruritic anus. Anal pruritus may at worst be a symptom of serious or life threatening pathology such as scc, and at best distressing and embarrassing. it is also important to enquire about patient concerns regarding diagnosis and, once serious pathology has been excluded, to explain the chronic nature of the condition and persist with the listed conservative measures. compounded 0.006% capsaicin appears to be a safe and valid option for the desperate, if symptoms persist despite genuine cessation of rubbing and scratching.
